To the Editor,
We report a case where a King Laryngeal Tube (LT; King Systems, Noblesville, IN, USA) was exchanged for an endotracheal tube (ETT) using a fibreoptic bronchoscope Aintree intubating catheter (FOB-AIC; Cook Medical Inc, Bloomington, IN, USA) combination in a patient with a proven difficult airway, coexisting neurologic and facial injuries, and massive oral and perioral edema. Consent for this report was given by the next of kin.
A 26-year-old male polytrauma patient presented to the emergency department with multiple facial and skull fractures. Additional injuries included subarachnoid hemorrhage, cerebral edema, distal right internal carotid artery dissection, and extensive subcutaneous emphysema possibly secondary to tracheal rupture. Because of difficulty with airway management in the field, the King LT ( Figure A) was placed by the emergency medical technicians.
The anesthesiology team was consulted to provide definitive airway management. Airway examination revealed multiple lacerations to the face with blood crusted around his ears, nose, and oropharynx. The patient had extensive perioral edema to the extent that the King LT occupied nearly his entire oral cavity, precluding further examination.
Because of the severity of the patient's injuries, removing the King LT or deflating the proximal cuff to perform direct or video laryngoscopy was considered unsafe and technically unlikely to be successful. As such, primary airway assessment with a FOB was deemed appropriate. A bronchoscopy elbow was placed on the proximal end of the King LT and connected to the ventilator to allow continuous positive pressure ventilation (PPV). After administration of rocuronium, a 4.0 mm outer diameter (OD) FOB was advanced through the bronchoscopy elbow and into the ventral ventilation port of the King LT, where further investigation showed a slightly deviated laryngeal opening with open vocal cords and an intact tracheobronchial tree.
Based on the above assessment, it was decided that FOB-guided intubation using the AIC with continuous PPV and King LT in situ would be ideal. The AIC was loaded onto the 4.0-mm OD FOB, and the FOB-AIC was advanced through the bronchoscopy elbow and subsequently through the largest ventral fenestration port of the King LT into the trachea ( Figure B) while maintaining continuous PPV with F I O 2 = 1.0. The FOB was then removed from the AIC ( Figure C) . The AIC was held in place while the King LT balloons were deflated, and the King LT was removed over the AIC. PPV was briefly interrupted during these maneuvers. Next, an 8.0-mm ID ETT was advanced easily over the AIC and into the trachea until the tube was 23 cm at the teeth, and PPV was resumed ( Figure 1D) . The AIC was then removed from the ETT, and ETT placement was confirmed.
Laryngeal tube exchange with FOB-AIC was described by Genzwuerker et al. in a healthy patient population under general anesthesia. 1 The FOB-AIC technique was also shown to be superior to extraluminal techniques of FOB intubation in a mannequin and cadaver study performed by Budde et al. 2 Hence, we elected to use the FOB-AIC technique to secure this patient's airway and avoid the challenges associated with other exchange methods. 3, 4 The FOB-AIC offers distinct advantages over other such methods. Its easy maneuverability, minimal internal diameter (ID)-OD discrepancy (i.e., FOB OD 4.0 mm, AIC ID 4.9 mm, AIC OD 6.0 mm, ETT ID 7.0 mm) and ability to fit through a bronchoscopy elbow -and thus maintain PPV -eliminate the need to deflate the cuffs or remove an in situ King LT prior to ETT placement. These features are critical when encountering a patient who could not tolerate periods without oxygenation and ventilation and in whom airway management after removal of the laryngeal airway is anticipated to be difficult. For these reasons, we believe that the FOB-AIC technique is the preferred method for exchanging a King LT for an ETT. 
